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E.J., 40 years old, was admitted on 22.5.2006 to the Surgical De-
partment in Portiuncula Hospital in Ballinasloe Co., Galway, Ireland,
complaining of pain in the left ﬂank, vomiting, and urinary fre-
quency. Records indicatedmultiple calciﬁed calculi in the left kidney,
a history of a right nephrectomy 3 years prior for kidney stones, and
an appendectomy as a teenager. The patient was extremely obese
(approx. 180 kg at a height of 150 cm).
She was treated conservatively with intravenous ﬂuids and an-
tibiotics. After 3 days, her condition suddenly deteriorated. The
patient complained of severe abdominal pain and weakness. The
abdomen was diﬃcult to examine due to obesity. Pulse was rapid
and weak, systolic blood pressure was below 100 and later unable
to be recorded. She lost consciousness and went into hypovolemic
shock. There was no vomiting and NG-tube output was benign; rectal
examination was unremarkable. Ultrasound examination of the
abdomen could not be interpreted. We were not able to perform a
CT scan because the patient was too large for our machine. There
was no urine output. In spite of intensive resuscitation measures,
the patient deteriorated and the decision was made for an explor-
ative laparotomy.
The abdomen was opened by an upper mid-line incision. There
was free air in the abdominal cavity and a massive amount of blood
mixed with gastro-duodenal ﬂuid, measuring about 4 L. We found
that the anterior wall of the duodenum in themiddle vergewas com-
pletely divided from the margin of large ulceration, which had
penetrated to the head of the pancreas. The diameter of the ulcer
was 3.5 cm. At the center of the ulcer, we found a 2 mm bleeding
artery, which was suture controlled. We elected to perform a
Billroth-2 procedure with a partial gastrectomy, retrocolic gastro-
jejunostomy, closure of the duodenal stump, and distal jejuno-
jejunostomy. The duration of the operation was about 8 hours.
After surgery, the general condition of the patient was stable;
however, she shortly developed symptoms of infection: elevated tem-
perature and rapid pulse, but with a soft abdomen. The chest x-ray
in the horizontal position could not be interpreted and the abdom-
inal ultrasound was diﬃcult to assess. On the 6th day after the
operation, she developed renal insuﬃciency. We decided to perform
an explorative laparotomy, which was benign. The patient, however,
went into renal failure and was transferred to the Surgical Depart-
ment in the Beaumont Hospital at the University of Dublin. Another
operation done in Beaumont Hospital showed breakdown of the gas-
trojejunostomy anastomosis. Dublin surgical management consisted
of exteriorization of duodenum, insertion of a gastrostomy tube, in-
sertion of a feeding jejunostomy, drainage of multiple intra-
abdominal abscesses, and left sided loop colostomy, all after multiple
failed attempts at anastomosis of the small bowel to the stomach.
The patient stayed in the Beaumont Hospital for more than 2
years. During this time, she had multiple ICU admissions for sepsis
and type 2 respiratory failure. After this period of multiple com-
plications, the patient was transferred back to Portiuncula Hospital
on 08.09.2009 for further conservative treatment. She had three ﬁs-
tulas: duodenal, gastric and jejunal, and a huge incisional hernia.
She remained stable. We continued conservative management
without progress. During this time she developed pneumonia,
urinary tract infections, and deep vein thrombosis. The central vein
catheter became infected and sepsis set in. There was neurologi-
cal deterioration by the end of March 2009. Brain CT scan showed
a right occipital lobe infarction. After a few days on antibiotic and
anticoagulant therapy, she stabilized. She also had several surgi-
cal misadventures: on 13.01.2009, laparotomy and lysis of adhesions
for small bowel obstruction; on 10.02.2009, attempted closure of
the gastric ﬁstula with anastomosis to the ﬁrst loop of jejunum, also
met by failure.
After more than 3 years of conservative management and
relatively limited surgical procedure, a major surgical effort
was attempted, with the patient accepting the attending high
risk.
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The procedure was done on 21.04.2009 via a mid-line incision.
We freed the skin, which was attached directly to the small bowel.
The diameter of the incisional hernia was about 20–30 cm. All ad-
hesions to the small bowel were divided. The proximal part of the
stomach was resected to above the ﬁstula and reanastomosed to
the jejunum. We left the feeding jejunostomy and the left-sided co-
lostomy done 2 years previously. We reasoned that if the digestive
tract would work satisfactory, the jejunostomy and colostomywould
close spontaneously. This occurred after several months. To repair
the incisional hernia, we used non-absorbable sutures for closure
of the abdominal wall, as well as retention sutures.
Three weeks after the operation, we did an X-ray abdominal ﬂu-
oroscopy examination. This showed free ﬂow of contrast from
stomach to the jejunum with no evidence of stenosis and no evi-
dence of contrast extravasation. This was, however, not the end of
her health problems. The patient spent a long time in the hospital
with a tracheostomy and was ventilator dependent. We decided in
November of 2009 to send her to the special respiratory center in
England at the R.B.H. Hospital. She came back to our hospital after
a few weeks with improved breathing.
In February 2010, she developed tricuspid valve pseudomonas
endocarditis. The patient was transferred to the University Hospi-
tal in Galway. She had tricuspid valve resection and replacement
bymedian sternotomy. After onemonth, she returned to our hospital.
For the following three years, she remainedmentally intact, drink-
ing, eating and ambulating with the occasional support of a
respirator. Although later it has been reported that E.J. died in her
nursing home in December of 2013, her story stands as a testa-
ment to an unerring determination for life on the part of both health
care professionals and patients.
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